Past trends
In 1946, when Sri Lanka took its first post-Second World War census, the population age structure was relatively young, with about 37 per cent of the total population being under 15 years of age. This proportion, however, increased to nearly 42 per cent in 1963 and thereafter gradually declined to 35 per cent at the last census taken in 1981. The estimated population for 1991 shows a further reduction of those under 15 years of age to 31 per cent (table 1). The changes in the age structure are the result of the different rates of growth of population experienced during the period 1946 to 1991 as indicated in table 2. The high rates of population growth experienced during the period 1946 to 1963, mainly as a result of the growth in the rate of natural increase, initially caused the age structure to be weighted towards the younger ages. Subsequent reductions in fertility and net migration brought about reductions in the growth rate and proportionate share of population under 15 years of age. It can be seen from figure 1 that the population age pyramid is narrowing at the base and gradually expanding in the working ages. , 1946-1988 Source: Department of Census and Statistics.
* Estimated
While mortality and migration have contributed to the demographic transition, fertility decline has been the main contributory factor in the reduction of the population growth rate (Bongaarts, 1978) . It can be seen from table 4 that the total fertility rate has declined from 5.3 children per woman in the early 1950s to around 2.3 during the period 1988-1993. It is worth noting that, during the period 1980-1982 to 1988-1993 , the total fertility rate declined at an average annual rate of 4.0 per cent (Abeykoon, 1994b) . Data on age at marriage and contraceptive use indicate that these two variables have to a large extent contributed to fertility decline in Sri Lanka. The female mean age at marriage increased from 20.7 years in 1946 to 25.5 years in 1993. Similarly, the contraceptive prevalence rate increased from 32.0 per cent in 1975 to 66.1 per cent in 1993. The initial fertility decline was due mainly to changes in nuptiality. Since the early 1970s, an increasing proportion of fertility decline has been attributed to the fall in marital fertility and less to changes in nuptiality (table 5) . During the decade 1972 to 1982, the control of marital fertility largely through contraceptive use has accounted for more than 75 per cent of the fertility decline in Sri Lanka (ESCAP, 1986). Given the high level of contraceptive prevalence and high motivation to control fertility, there is every likelihood that fertility will decline to the replacement level towards the end of this decade and continue to decline thereafter for a few decades. On the other hand, expectation of life at birth can be expected to improve slowly in the coming decades with rising living standards. International migration, which contributed significantly to the decline in the growth rate of the population during past two decades, is likely gradually to become less important as a component of population growth in the future. Given these plausible trends in fertility, mortality and migration, the population of Sri Lanka will increase from 18.2 million in 1995 to 22.4 million in the year 2020 (table 6) . Sri Lanka's population is expected to stabilize eventually at around 24 million by the middle of the next century, which is about 33 per cent higher than the population in 1995. Table 6 : Population projections for Sri Lanka, 1995 Lanka, -2020 Source: Abeykoon (1994a) .
The demand for personal health care services is not only a function of the total size of the population but also its age and sex structure and age-sex specific morbidity prevalance rates. In this article, attention is focused on the changing age structure of the population and its likely implications for health care. It is evident from table 7 that, with further slowing down of the population growth rate, the population age structure will continue to change, resulting in a decline in the proportion of those at the younger ages and an expansion of the population in the working ages; eventually it will bring about an increase in the old-age population. It is also seen that, towards the end of the second decade of the next century, the ageing process will accelerate, as indicated by the index of ageing. It is important to note that the index of ageing of patients is higher than that of the general population at ages above 65 years, as rates of illness and hospitalization are substatially higher in that age group than in the age group 0-14 years. It can be seen from the population pyramids in figure 2 that the population will continue to shrink at the base and buldge in the working ages and eventually expand at the older ages. Note: Index of ageing is defined as the number of persons aged 65 years and older per 100 population aged 0-14 years.
It may be observed that health care requirements are high at birth and gradually decline to a minimum at age 15 and remain relatively low until around age 50 and thereafter rapidly increase until death. If the proportion of the population under 15 years declines, then this situation will reduce the pressure on the health care system. However, if the proportion of the population aged 15 to 49 years increases, given the relatively low morbidity prevalence of this age group, the sheer increase in the absolute number of people would increase the demand for personal health care services. Yet, at the same time there will be a demand for other services such as housing, employment and food. Thus, the health sector will have to compete for resources with other sectors such as industry and agriculture, which are generally considered as directly productive. For it is only with the increase in productivity of sectors such as industry and agriculture that health care for the increasing numbers of the elderly could be supported and sustained by the State. Given the changing pattern of the population age structure in Sri Lanka, what implications will it have on health care in the future? It is evident from table 8 that the absolute number of births and children under five years of age will decline while women in the reproductive ages will increase in absolute terms. On the one hand, this situation will reduce pressure on maternal and child health services. However, with the projected increase in the sexually active population, there would be an increasing demand for reproductive health care elements such as the following: treatment of reproductive tract infections, sexually transmitted diseases and other reproductive health conditions; information, education and counselling on human sexuality; reproductive health and responsible parenthood. Safe and effective protection from unwanted pregnancies, contraceptive choice and quality of care; prevention and appropriate treatment of infertility; and prevention of abortion and management of the consequences of abortion. It can be seen from table 9 that the population age groups 45 to 59 years and 60 years and older will be increasing at a much faster rate during the next three decades than is currently the case. Although the population in the age group 20-44 will be increasing at a slower pace, the magnitude of the numbers is important because this segment of the population comprises both the youth and the most productive component of the labour force. Thus, emotional and behavioural problems of youth, manifested in suicides, violence, alcoholism and delinquency all of which are emerging health problems, need to be addressed. At the same time, with increasing numbers in the work force and changing industrial patterns, more information would be required on occupational diseases to enable the authorities concerned to enforce health and safety measures in the work place. Therefore, it is necessary to have organized mechanisms for the monitoring and surveillance of occupation-related diseases and accidents, most of which are preventable. The proportion of population living in urban areas is expected to increase from 22 per cent in 1995 to about 40 per cent in 2020 (United Nations, 1995) . With urbanization and industrialization there will be greater environmental pollution, increased density of population, shifts in occupational patterns and changes in consumption and life-styles. Thus, the progress of the epidemiological transition from communicable to non-communicable diseases should be followed by preventive strategies to minimize the negative effects of urbanization and economic growth on the (253) health of the population.
The increase in population of those aged 45 to 59 is of significance because it is in this age group that most of the degenerative diseases begin to surface. Therefore, meeting the demands for health care of this segment of the population is important in that the most experienced workforce in terms of job skills is found in this group.
The population aged 60 years and older will increase at a faster pace. Within a period of 25 years between 1995 and 2020 the number of those aged 60 years and older will more than double. The increase will be faster among women owing to their higher life expectancy. Therefore, there will be increasing demands for health care among the elderly resulting from morbidity from diseases common to this age group, such as cancer, cardiovascular, neurological and rheumatological diseases as well as other physical and psychological problems. Therefore, early action should be taken in paying attention to these emerging problems and developing services to address them. Among such action should be inclusion of the speciality of geriatrics in post-graduate medical training.
The transition from high to low mortality has brought about an increase in morbidity. In the 1940s, when life expectancy in Sri Lanka was around 40 years, illness was commonplace, but it was mostly brief in duration. In the low-mortality regime prevalent today, the application of effective diagnostic and therapeutic technologies has diminished the probability of premature death among those who are already ill, and increased the absolute level of morbidity.
Concluding comments
Population projections for Sri Lanka for the next 25 years show that the ageing process will gradually gather momentum during the next two decades. By 2020, Sri Lanka will experience South Asia's most rapid population ageing. This phenomenon will demand that a higher proportion of financial resources be allocated for health care services in the coming decades.
The rapid increase of such financial resources required for health care services is attributable, in part, to a change in the disease pattern as well as to developments in medical technology. However, to a greater extent, it is due to an increase in the elderly population and the ageing of patients. In addition to financial resources, population ageing is likely to demand a great deal of human resources to cope with the fast increase in the number of elderly patients who need intensive human care.
There is a high likelihood that in the coming decades the number of full-time homemakers will no longer be adequate to meet the need for taking care of dysfunctional elderly in the home. Therefore, it is also necessary to provide appropriate training for out-of-school youth to enable them to take care of the elderly. Given the relatively high unemployment rates and the long waiting period for employment in Sri Lanka, youth could be mobilized to play a useful role in this regard. However, it is equally important to develop and expand community-based schemes and facilities so that care could be provided to those increasing numbers of patients as an alternative to the limited availability of home care.
In conclusion, it may be said that the growth of Sri Lanka's population and its changing age structure will influence the status of national health as well as future health service requirements with regard to health manpower, facilities and expenditures.
